The skiagrams show three large collections of barium, one above the other. The uppermost represents a dilatation of the cesophagus above a stenosis. The middle sac is situated between the stenosis and the diaphragm and has all the appearance of a hiataL hernia. The lowest and largest is in the stomach. The hernia is of a larger size than at first appears. In one film the sac is well filled on the right side and contains only traces on the left side, whereas in another skiagram the reverse conditions are present.
HIow is the association of congenital stenosis of the cosophagus and hiatal hernia in the cases described to be explained ? Some may regard it as accidental, but this is unlikely, as all four cases came under my observation within two years, and they were the only cases of congenital stenosis of the cesophagus that I saw during that period. There appears to be no doubt that both conditions may be congenital, and as the subject of one congenital malformation often presents one or more additional malformations, the cases under consideration may therefore be examples of multiple congenital abnormalities. Case IV supports this view, the hernia being pronounced, although the patient was only four weeks old. In the three older children the persisting vomiting and the insufficiency of the cardia in the two cases in which it could be inspected raised the question as to whether the hernia might not be produced by the prsssure from behind, due to the vomiting. Certainly the vomiting was very frequent, but in reality it was regurgitation, which was easily effected, and was not accompanied by violent retching.
The most probable cause of the association not having been described earlier is, in my opinion, the difficulty of showing the hernia by X-rays. Special measures must be taken in order to distend the sac with barium; if this procedure is omitted, the hernia is likely to escape detection.
Mr. E. WATSON-WILLIAMS said that this paper explained a case which he had had six weeks ago, in a patient, aged 37, sent as a case of carcinoma of the cesophagus. There had been difficulty of swallowing for seventeen years, and there was a constriction midway down the chest. This opened easily before the cesophagoscope (under general anesthesia), and he found himself looking at gastric mucosa, 36 cm. from the teeth. He confessed that he had been completely puzzled at the time.
Gradual Diathermy Destruction of the Faucial Tonsils.
By DAN MCKENZIE, M.D. (President) .
DIATHERMY is applied to the tonsils under local anasthesia, more or less profound, and in a few happy people no anesthesia at all is necessary. As a rule, however, the antesthetizing of the pharynx has to be pretty complete, and it is tedious and time-consuming.
With regard to the anesthetic I am not perfectly satisfied with any. Cocaine is easily the best, but when applied to the pharynx it gives rise to toxic symptoms more readily than when it is applied in the nose or the larynx. At the present time I paint on adrenalin solution (1-3000) first of all, and follow it up with 10% solution stovaine. After applying this for ten or twenty minutes I give one or two paintings with the usual cocaine (10%) and adrenalin (1-1000) mixture and then the infiltration of pillars and peritonsillar regions with novocain completes the process.
In sensitive and nervous people a preliminary hypodermic of morphia (gr. 7v) and atropine (gr. TIYn) is useful for calming fears and diminishing salivation. I see statements made in the journals that surface anasthesia alone suffices for the majority of patients. Of the patients who have come to me only one or two have been satisfied with such partial measures.
The electrodes used for the tonsil are five or six in number: two hooks (right and left) to reach the supratonsillar recess; a sharp-pointed pencil-shaped electrode, particularly useful for the body of the tonsil; a flat electrode, insulated all round its circumference, for deeper areas (not often used); and-most useful of all-the simple needle electrode.
Electrodes should be short; the sets supplied by instrument-makers are much too long for this work and are apt to burn the tongue as well as the tonsil.
It is to be remembered that, unlike the galvano-cautery, diathermy electrodes do not sterilize theiiselves by their own heat. The surgeon must, therefore, be careful to attend to this important matter himself. I immerse electrodes and handles for half an hour in a bath of carbolic acid and then in a bath of alcohol.
Turning now to the application of the diathermy, the surgeon, it may be noted, is at liberty to do as much or as little as he pleases. When the tonsils are bulky and prominent, quite large portions may safely be destroyed at each sitting, the larger and thicker electrodes being used, but when the tonsils are small, and in any case when the destruction is nearing the capsule, it is advisable to proceed slowly.
Close to and beyond the capsule lie the larger vessels, and over-bold diathermizing of this region may lead to haemorrhage, not at the moment, but days later, when the sloughs are separating, and, it may be, when the patient is out of our reach. The source of haemorrhage is a vessel in or beneath the capsule. What happens is that the diathermy destroys a segment of the vessel wall, without coagulating the contained blood. The accident seems to be rare as a matter of fact, but it should be avoided by cautious diathermizing in depth.
By proceeding slowly as we approach the capsule-being satisfied, that is to say, with shallow coagulations-post-operative hamorrhage can apparently be avoided. At least I have not so far been troubled seriously with any. When in the neighbourhood of the capsule, my plan is to employ the needle electrode, first because we can tell by its feel when we are in tonsil tissue proper and when we reach the tougher capsule, and secondly because the diathermy coagulation, about 1 cm. around the needle, does not extend much, if any, beyond the point. That is to say, with the needle we can estimate and determine the depth of coagulation, a control impossible with thicker, blunter electrodes. Naturally, when the needle is being used, the points of application must be multiplied. But if one is careful not to penetrate far beyond the capsule, serious bleeding is not likely to occur.
The device has been adopted of using two active electrodes both applied to the tonsil, an indifferent electrode being then unnecessary, and some workers speak highly of it. I find, however, that the single electrode is more easy to manipulate and control, and prefer it for that reason.
I may say that it is well to begin by coagulating the upper pole of the tonsil, particularly the parts around the supratonsillar recess ( fig. 1 ).
The most difficult stage in the process is reached when the main mass of the tonsil has been destroyed, and we are dealing with the buried portion between the faucial pillars and high in the soft palate. It is astonishing how deep is the bed of the tonsil.
And now we must ask ourselves: how much of the tonsil should we remove? Must every trace of lymphoid tissue be annihilated, or is it sufficient to remove only so much as is necessary to prevent the accumulation and absorption of bacteria and their products from the crypts ? This is a question which only time and experience can enable us to answer with certainty.
Clinical experience, no doubt, seems to indicate that tonsillectomy is preferable to tonsillotomy. But slicing a tonsil down to the pillars with a guillotine is very different from the diathermy destruction which follows the retreat of the tonsil as far as the capsule.
The diminution in the amount of toxic absorption, in the quantity, that is to say, of the poison, must, one may argue, lead to a moderation in the symptoms. Consequently, so far, I am keeping an open mind as to whether we should strive for total or subtotal removal. But the amount left should be as little as possible, and it is the case, of course, that with diathermy you can quite easily remove every particle of tonsil tissue. It is merely a matter of perseverance.
When the tonsil has retreated behind the pillars, precision in application is often a matter of difficulty. We ought, as far as possible, to keep the spot being diathermized in view in order to know when to cut off the current. (A little point of importance is that if we can, by the pressure of the shaft of the electrode, render the area being diathermized anaemic, the coagulation is hastened.) Moreover, we try to preserve intact the pillars of the fauces and even the plica triangularis. So that when we have come within reach of what we may call the capsular layer of the tonsil, the placing of the needle-say, in the upper pole under the hood of the soft palate-requires special attention. At this stage, a small blunt hook to hold back the anterior pillar is very serviceable and the concealed area is also made manifest if the patient extends his head and turns it a little to the same side as the tonsil on which we are working. Another good plan is to exercise pressure on the upper part of the anterior pillar so as to evert the body of the tonsil.
As I have already said, we avoid diathermizing the pillars, and that not onlv because it is unnecessary and therefore unsurgical, but also because it is apt to cause pain during the days following the diathermy. When, however, difficulty is experienced in reaching the upper pole, it is often convenient to coagulate the pillar over it so as to provide easier access. When the treatment is nearing its end, allow several weeks' interval between s6ances, to give time for swelling to subside. Otherwise, there will always be tissue to diathermize.
When we have reached the last remnants of the tonsil, palpation with the finger will often disclose their presence and situation better than inspection. As in the ordinary operation, the lower pole of the tonsil near the toDgue is apt to be overlooked. I have noticed that caseous d6bris-formation goes on until the last remains have vanished.
It is noteworthy that, in rheumatism from tonsil infection, improvement in the symptoms is often observed after the first application of the diathermy, probably because the heat sterilizes infected areas.
So impressive is this immediate improvement that if it does not occur I begin to doubt whether the symptoms are, in this particular case, pharyngogenic (to coin a word). ra ; ,~~~~~~~~~~~~A P The final result as regards the tonsil area is an empty fossa, with smooth denuded walls, and with both faucial pillars and plica triangularis intact. Some of the users of diathermy do not pay any attention to either of those two latter structures, but I thin'k we ought to do so, and certainly when we do so the final picture is very pleasing to the conservative eye. There is little or no scarring apparent..
Perhaps I may add that to obtain so perfect a result, no little patience and considerable manipulative deftness and skill are necessary.
It is to be remembered that the operator can, at any seance, destroy as much or as little as he pleases. He can coagulate both tonsils entire at a single sitting if he wishes to do so. The drawbacks would be coinsiderable post-operative pain, fcetor and soreness, and the risk of bleeding.
With regard to pain, more or less soreness follows most of even the ordinary seances, and it may be quite interfering for a day or two. Some people feel more than others. As we have already seen, the coagulation of any part of the pillars is apt to be painful.
In favourable cases, making slow advances, the results are gratifying, patients being relieved of their symptoms with a minimum of pain and inconvenience. When an old gentleman with a stiff knee and a groggy heart can by this means be enabled to resume bis golf, for example, one feels that one has been of some use in the world.
But all cases are not so successful. Sometimes perfectly smooth tonsil beds will be obtained and yet the rheumatic symptoms will continue. Then many patientsand very naturally too-become weary of the long treatment and give up half-way. They do not, however, become any more weary of it than the surgeon does! Others again, and often just the very type for whom diathermy is physically best suited, are so nervous of anything to do with electricity, that it would be cruel to expose them to the treatment. As a final contra-indication may I express the warning that diathermy destruction should not be used for genuine haemophilics. Summing up the whole matter, I would say that the diathermy method of tonsil destruction is one of great flexibility, and that it is capable of the finest precision, but it demands considerable skill and attention to detail.
As it makes much less demand upon a patient's pluck and endurance than the ordinary topisillectomy, we may look for it to become a popular method, not only among practitioners in general, but among ourselves. For it is to be remembered that it will supply us with the means of dealing with the tonsils in that large class of patients who, at the present time, prefer to endure their symptoms rather than run the risks and discomforts of the ordinary operation.
Discu88ion.-Dr. J. S. FRASER said he would like to know how the President performed the operation. In ordinary enucleation of the tonsil by the dissection method one separated the anterior pillar from the tonsil, and then proceeded to operate in an easy area, keeping close to the capsule; an assistant retracted the anterior pillar. Could that be done with the diathermy pencil or needle? Or did Dr. McKenzie destroy the tonsil much in the same way as it was supposed to be destroyed by London paste ? He had had one or two cases in which the tonsil was supposed to have been destroyed by London paste, and in which he subsequently had to remove a very large tonsil stump which contained the so-called supratonsillar fossa, and had been the seat of numerous attacks of acute tonsillitis.
.Did Dr. McKenzie make an incision with the diathermy knife through the plica triangularis and work in the space between the tonsil and its capsule, or did he attempt to destroy the tonsil by coagulation from within outwards, in the same way as by the London paste method ? In other words, could the diathermy knife or needle be used just as the scissors were used in ordinary dissection of the tonsil?
Mr. MUSGRAVE WOODMAN would like to hear more about removing the whole tonsil. London paste was condemned because it left the tonsil behind. He submitted that it was unwise to leave any portion of tonsil behind, whether it was treated by paste, by ordinary operation, or by diathermy.
Mr. H. BELL TAWSE said he had no experience of the treatment of septic tonsils by surgical diathermy, but he had recently seen a patient who was recovering from the application of this method. The surgeon's procedure, however, differed from Dr. McKenzie's; it was to be done at one, or perhaps two sittings, and was said to be a painless process under surface anoesthesia. The patient said that the operation was extremely painful; she was in bed four days with a temperature, and for ten days was unable to swallow comfortably. This experience had upset her nervous system, and there was some return of the symptoms of exophthalmic goitre, for which a portion of the thyroid gland had been removed two years previously. She was advised that a second application of diathermy would be necessary, but she had not the courage to face a similar ordeal, and, judging by the amount of tonsillar tissue still to be removed, several further sittings would appear to be necessary for complete destruction. The post-operative history of this case appeared to be more unpleasant than that following enucleation by dissection under local aneesthesia by injection, and as the operation had to be repeated, it was unlikely, in his opinion, to become popular with the general public.
Dr. McKenzie's method on the other hand was apparently painless. and would appeal to the few who could spare the time and possessed the means and the temperament. At the moment it seemed to be inapplicable to hospital practice, but improvements in technique might render surgical diathermy as useful for the removal of tonsils as for other lesions of the throat.
Dr. DAN McKENZIE (in reply) said that if he did not use some sort of aniesthesia he would not get many patients, as at the beginning patients were alarmed. He employed surface ansesthesia and injected novocain. Separation of the anterior pillar was not necessary; one destroyed the tonsil from the inside, and, if one chose, the destruction could be carried through the pillar, or up to it, and stop there. There was no need to remove the capsule, but the operator could do so if he wished.
Pain and discomfort resulted if the operator was careless or ignorant, but if he proceeded cautiously, diathermizing only a little at a time, and produced ansesthesia before beginning, there would not be pain.
He was sure there was a numerous class who would not submit to the ordinary operation, but would submit to diathermy. After a careful operation by this method there would be no more than a little residual soreness. The great drawback to diathermy was its tediousness; it might have to be carried out every week or fortnight for three, four or more months, but the final result was admirable.
Granuloma of the Larynx following Exposure to Mustard Gas. By E. WATSON-WILLIAMS, M.C. "NEOPLASMS of the larynx, whether innocent or malignant, are uncommonone might even say they are extremely rare.... A granuloma must be a rare occurrence in the larynx; it cannot be looked upon as a neoplasm snti generis, it is but an inflammatory manifestation of some irritation. . . It may have a specific cause such as tuberculosis or syphilis, or a traumatic origin, such as a foreign body or the wound of a laryngo-fissure" (Sir StClair Thomson).
The object of this communication is to establish that the trauma inflicted by mustard or other irritant gas may produce a granuloma. The typical clinical history appears to be: Exposure to gas, followed by hoarseness, often relatively slight,
